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 A Scoping Review of Patient Discharge From 
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 BACKGROUND:  We conducted a scoping review to systematically review the literature reporting 
patient discharge from ICUs, identify facilitators and barriers to high-quality care, and describe 
tools developed to improve care. 
 METHODS:  We searched Medline, Embase, CINAHL, and the Cochrane Central Register of 
Controlled Trials. Data were extracted on the article type, study details for research articles, 
patient population, phase of care during discharge, and dimensions of health-care quality. 
 RESULTS:  From 8,154 unique publications we included 224 articles. Of these, 131 articles 
(58%) were original research, predominantly case series (23%) and cohort (16%) studies; 12% 
were narrative reviews; and 11% were guidelines/policies. Common themes included patient 
and family needs/experiences (29% of articles) and the importance of complete and accurate 
information (26%). Facilitators of high-quality care included provider-patient communication 
(30%), provider-provider communication (25%), and the use of guidelines/policies (29%). 
Patient and family anxiety (21%) and limited availability of ICU and ward resources (26%) 
were reported barriers to high-quality care. A total of 47 tools to facilitate patient discharge 
from the ICU were identifi ed and focused on patient evaluation for discharge (29%), discharge 
planning and teaching (47%), and optimized discharge summaries (23%). 
 CONCLUSIONS:  Common themes, facilitators and barriers related to patient and family needs/
experiences, communication, and the use of guidelines/policies to standardize patient dis-
charge from ICU transcend the literature. Candidate tools to improve care are available; com-
parative evaluation is needed prior to broad implementation and could be tested through local 
quality-improvement programs.  CHEST 2015;  147 ( 2 ): 317 - 327 
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 A transition of care takes place each time a patient 
moves from one health-care provider or health-care 
setting to another. Th ese involve transfer of accountability 
and responsibility for patient care and require communi-
cation of important patient data (eg, diagnoses, tests, 
treatments, goals of care) so that care plans can be 
continued in an uninterrupted manner. 1-6 
 Th e discharge of patients from the ICU to a hospital 
ward is a challenging transition of care, attributable to 
(1) caring for patients with the highest acuity of illness 
in the hospital, 7 (2) transitioning from a resource-rich 
environment to one with fewer resources, 8-10 (3) the number 
and complexity of providers (multiprofessional and 
interspecialty) involved, 11,12 (4) a lack of standardized 
discharge procedures, 7,13 and (5) a high frequency of verbal 
and written communication failures between providers 14,15 
and between providers and patients/families. 16,17 Th ere is 
 Materials and Methods 
 Th e methods for article inclusion and data analyses were prespecifi ed 
and performed as recommended by Arksey and O’Malley 25 and refi ned 
by Levac and colleagues. 26 We expanded the scope of a preexisting scop-
ing review protocol 27 to search for studies that described patient dis-
charge from ICU to a hospital ward. 
 Search Strategy 
 Performing unrestricted searches in Medline, Embase, CINAHL, and 
the Cochrane Central Register of Controlled Trials identifi ed relevant 
articles. Searches were performed on June 17, 2013, using a combination 
of the following terms: critical care, intensive care, discharge plan, 
transfer process, patient discharge, and patient transfer. Appropriate 
wildcards were used in all searches to account for plurals and variations 
in spelling, as advised by a librarian (L. P.). Bibliographies of retrieved 
articles were searched for additional relevant articles. Th e full Medline 
search strategy is available in an online appendix ( e-Appendix 1 ). We 
also searched conference proceedings from the Canada Critical Care 
Forum, Society of Critical Care Medicine Congress, Australian and New 
Zealand Intensive Care Society Conference, European Society of Intensive 
Care Medicine Congress, American Th oracic Society Conference, and 
International Symposium on Intensive Care and Emergency Medicine 
from January 1, 2011, to June 17, 2013. Searches were performed with 
no language or publication restrictions. 
 Article Selection 
 We selected all articles that described the structure, process, or outcome 
of patient discharge from an ICU to a hospital ward. We included both 
research and nonresearch articles. Patient discharge from ICU was 
defi ned as the transfer of accountability and responsibility for patient 
care from the ICU to a hospital ward. 6 We defi ned an ICU as a distinct 
hospital ward that is staff ed by specialized health-care professionals and 
where immediate and continuous life-sustaining treatment (eg, invasive 
monitoring, vasoactive medications, invasive mechanical ventilation) is 
administered to hospitalized patients suff ering from life-threatening 
conditions (eg, severe respiratory failure). 8 Articles were excluded if 
they primarily described patient transfers between ICUs, patient discharge 
from ICU to home, or patient discharge from coronary care units, 
high-dependency units, or step-down units. We included articles regard-
less of the age (neonatal, pediatric, adult) or diagnoses (eg, medical, 
surgical, cardiovascular, trauma, burn, and so forth.) of the patients 
managed in the ICU. Th ese conservative criteria were chosen because 
we wanted to optimize our chances to comprehensively identify the 
literature describing patient discharge from ICU. 
 Articles were assessed for inclusion through a two-stage process. In 
the first stage, two reviewers independently reviewed the titles and 
abstracts of publications identified through the search strategy and 
selected relevant articles. In the second stage, two reviewers indepen-
dently reviewed the full texts of the remaining articles, selecting those 
that satisfi ed the inclusion criteria. Disagreements between reviewers 
were discussed, and a third reviewer was consulted if agreement could 
not be reached. Reviewers were not masked to author or journal name. 
 Data Extraction and Analysis 
 Aft er a training exercise, two reviewers independently extracted data 
in duplicate using a standardized form. Extracted data included type 
of article, study details for research articles (purpose, design, sample 
size, measures, analysis), ICU specialty (medical, surgical, and so forth), 
patient population (adult, pediatric, neonate), and phase of care dur ing 
ICU discharge (evaluation, planning, execution, postdischarge follow-up). 
In addition, articles were classifi ed using a conceptual model of ICU 
discharge quality 27 that incorporated dimensions of health-care qual-
ity proposed by Avedis Donabedian 28,29 (structure—healthcare envi-
ronment; process—method of giving/receiving care; outcome—
consequences of care) and the Institute of Medicine 30 (safe—free from 
harm; eff ective—uses best evidence; effi  cient—minimizes waste; timely—
prompt; patient-centered—considers individual needs; equitable—
benefits everyone equally). Although simple, this framework was 
designed to facilitate a comprehensive description of the quality of 
patient discharge. 27 
 Th e data were independently analyzed by two team members accord ing 
to validated guidelines for narrative synthesis of quantitative studies 31-34 
and metasynthesis of qualitative studies. 35 All articles were evaluated 
by identifying the key measures and themes presented. Factors reported 
(or hypothesized for non-original research articles) to be associated with 
the quality of care during patient discharge from ICU were grouped 
by theme and classified as patient, provider, or institution related. 
Owing to the heterogeneity of the data, articles, themes and factors were 
summarized as counts and proportions using the Statistical Package 
for Social Sciences (SPSS) version 20.0.1 (IBM). 36 Quantitative studies 
were grouped according to outcomes measured. Methodologic and 
FOR EDITORIAL COMMENT SEE PAGE  281 
a growing body of evidence that suggests transitions of 
care are vulnerable moments in health-care delivery 
associated with medical errors, 18,19 adverse events, 1,20 
poor patient satisfaction with care, 21 increased health-care 
costs, 22 and increased mortality. 23,24 
 To improve patient discharge from ICU, we need to 
understand current discharge practices and opportunities 
for improvement. At present, there is no comprehensive 
summary of the literature describing patient discharge 
from ICU. Th e purpose of this scoping review was to 
systematically review the literature reporting patient 
discharge from ICU, identify facilitators and barriers to 
high-quality care during patient discharge from ICU, 
and describe strategies and tools that have been developed 
to improve patient discharge from ICU. 
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 Results 
 Th e literature search identifi ed 8,153 unique articles. 
Review of titles and abstracts led to the retrieval of 
669 potentially relevant full-text articles. We identifi ed 
224 full text articles written in fi ve languages (English, 
Portuguese, Spanish, Dutch, Korean) for inclusion in 
the review ( Fig 1 ). The most common reason for 
excluding articles aft er full-text review was that the 
primary focus was not on patient discharge from ICU 
to a hospital ward. Interrater agreement for selection 
of articles during full-text review was good ( k  5 0.672; 
95% CI, 0.616-0.728). 37 
 Description of the Articles 
 Table 1 summarizes the characteristics of the articles. 
Most articles were original research studies (n  5 131, 58%) 
that used case series (n  5 51, 23%), cohort (n  5 35, 16%), 
or cross-sectional (n  5 29, 13%) designs. Th e nonoriginal 
research articles (n  5 93, 42%) consisted of narrative 
reviews (n  5 26, 12%), guideline/policy documents 
(n  5 25, 11%), opinion pieces (n  5 23, 10%), and edito-
rials (n  5 19, 8%). Most articles originated from authors 
in the United States (n  5 100, 45%), Europe (n  5 57, 25%), 
or Australia (n  5 40, 18%) and were published since 
1999 (n  5 152, 68%). Th e majority of articles reported 
on the discharge of adult patients (n  5 126, 56%), with 
  
 Figure 1 – Selection of articles for review . 
a minority focused on neonatal (n  5 72, 32%) or pediatric 
patients (n  5 12, 5%). The specialty focuses of the 
ICUs (eg, medical) were reported for a majority (n  5 132, 
59%) of articles. A referenced bibliography of the articles 
included in the review with a description of the patient 
population, phase of care during ICU discharge, quality-
of-care dimensions, themes, facilitators and barriers 
to high-quality care, and tools to improve patient dis-
charge from ICU is included in  e-Appendix 2 . 
 Patient Care and Quality Frameworks 
 Th e articles covered four phases of patient care during 
discharge from ICU, including evaluation of patient 
readiness for discharge (n  5 43, 19%), planning for dis-
charge (n  5 65, 29%), execution of discharge (n  5 122, 54%), 
and postdischarge follow-up (n  5 63, 28%). Th e articles 
reflected all three dimensions of the framework of 
Donabedian 28,29 for health-care quality: structure 
(n  5 111, 50%), process (n  5 71, 32%), and outcome 
(n  5 65, 29%). The majority of articles focused on 
the Institute of Medicine’s quality-of-care dimensions 
of patient-centeredness (n  5 88, 39%), effectiveness 
(n  5 78, 35%), and safety (n  5 57, 25%) of care during 
ICU discharge. Fewer articles focused on the effi  ciency 
(n  5 30, 13%), timeliness (n  5 20, 9%), or equality 
(n  5 2, 1%) of care during patient discharge. Th e number 
of articles focused on the diff erent phases of care and 
the different dimensions of quality of care varied by 
patient population ( Table 2 ). For example, relatively 
fewer articles on adult patients focused on patient-
centered care than articles on pediatric or neonatal 
patients (29% vs 42% vs 60%). 
 Description of Discharge Themes 
 Table 3 summarizes the main themes of the articles 
included in this study. Th e most common themes were 
patient and family needs and experiences (n  5 65, 29%); 
availability of complete and accurate discharge infor-
mation (n  5 59, 26%); discharge education for patients 
and families (n  5 56, 25%); planning discharge (n  5 49, 
22%); standardizing the discharge process (n  5 48, 21%); 
and the outcomes of patient discharge, including 
adverse events, ICU readmission, and death (n  5 41, 
18%). A small minority of articles focused on dis-
charge education for providers (n  5 14, 6%), medica-
tion reconciliation (n  5 4, 2%), and patient autonomy 
(n  5 3, 1%). 
contextual factors (setting, population, phase of discharge) were evalu-
ated to explain variability in study outcomes. Qualitative studies were 
evaluated by identifying the key outcomes and themes presented by 
each study. Nonresearch articles were evaluated by identifying the key 
themes. Analysis focused on identifying the overlap of key concepts 
between articles and refi ning them to identify core themes. 
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 Facilitators and Barriers to High-Quality 
Care During Patient Discharge 
 Table 4 summarizes patient, provider, and institutional 
factors that may act as facilitators and/or barriers to 
high-quality care during patient discharge from ICU. 
Thirty factors were identified, many of which could 
act as either facilitators or barriers depending on how 
framed (ie, positive vs negative context) and are sum-
marized as presented in the literature. The most 
common facilitators related to patients and their 
families included provider-patient communication 
(n  5 68, 30%), discharge education for patients and 
families (n  5 66, 29%), and family support for the 
patient (n  5 65, 29%). Patient and family anxiety 
about discharge (n  5 48, 21%) was the most commonly 
reported barrier, whereas patient demographic and 
clinical characteristics (n  5 92, 41%) were identified 
as both facilitators and barriers to discharge. Facilitators 
related to providers included provider-provider ver-
bal (n  5 57, 25%) and written (n  5 26, 12%) commu-
nication, the use of transition-of-care services (eg, 
outreach teams and liaison nurses; n  5 51, 23%), 
collaboration between hospital units (n  5 30, 13%), 
and the experience and knowledge (n  5 31, 14%) and 
clinical judgment (n  5 21, 9%) of providers. Conversely, 
provider workload (n  5 12, 5%) and provider anxiety 
(n  5 5, 2%) were barriers identifi ed in a small number 
of articles. Facilitators related to institutional factors 
included the use of guidelines and policies (n  5 64, 29%), 
education and training of ICU and ward providers 
(n  5 34, 15%), implementation of best practices 
(n  5 34, 15%), and the use of tools to facilitate discharge 
(n  5 25, 11%). Th e availability of limited resources both 
in the ICU and receiving hospital wards (n  5 58, 26%) 
was identifi ed as a barrier and the time of discharge (day 
of week or time of day; n  5 33, 15%) as both a facilitator 
and barrier. 
 Tools to Facilitate Patient Discharge 
 Table 5 summarizes candidate tools to facilitate 
patient discharge from ICU (individual tools listed in 
 e-Appendix 2 ). A total of 47 tools focused on patient 
evaluation for discharge (n  5 14, 29%), discharge 
planning and teaching (n  5 22, 47%), and optimized 
discharge summaries (n  5 11, 25%) were identifi ed. 
Evaluation tools included those evaluating readiness 
for discharge (n  5 11, 23%) and triage of patients for 
discharge based on continued need for ICU care (n  5 3, 
6%). Discharge planning tools included guidelines or 
checklists (n  5 11, 23%), transfer brochures (n  5 6, 13%), 
patient/family educational tools (n  5 4, 8%), and 




(N  5 224)
Type of article
 Original research 131 (58)
 Case series 51 (23)
 Cohort 35 (16)
 Cross-sectional 29 (13)
 Case study 8 (4)
 Systematic review 6 (3)
 Case-control 1 (0.4)
 Randomized control trial 1 (0.4)
 Non-original research 93 (42)
 Narrative review 26 (12)
 Guideline/policy document 25 (11)
 Opinion piece/news item 23 (10)
 Editorial/letter to the editor 19 (8)
Country of origin
 United States 100 (45)
 European countries 57 (25)
 Australia 40 (18)





 1970-1989 24 (11)
 1990-1999 48 (21)
 2000-2009 96 (43)
 2010-2013 56 (25)
Study population
 Adult 126 (56)
 Pediatric 12 (5)
 Neonatal 72 (32)
 Not reported 14 (6)
Type of ICU
 Not reported 92 (41)
 Neonatal 72 (32)
 General system 28 (13)
 Pediatric 11 (5)
 Medical 8 (4)
 Surgical 6 (3)
 Burn 4 (2)
 Trauma 2 (1)
 Oncologic 1 (0.4)
 Data are given as No. (%). 
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questionnaires (n  5 1, 2%) to identify patient and family 
discharge needs to better prepare them for discharge. 
Most original research studies were single-center 
evaluations of tool implementation and did not provide 
comparative evaluations to other tools. 
 Discussion 
 In this review, we identifi ed 224 articles that describe 
the practices and challenges of discharging patients 
from ICU. We identified 15 discharge themes and 
30 patient, provider, and institutional factors that may 
 TABLE 2  ]  Distribution of Articles According to Phase of Care During Discharge From ICU and Quality of Care 
Frameworks 
Characteristic Articles (N  5 224) Adult (n  5 126) Pediatric (n  5 12) Neonatal (n  5 72)
Phase of care
 Evaluation for discharge 43 (19) 26 (21) 1 (8) 14 (19)
 Planning for discharge 65 (29) 27 (21) 3 (25) 27 (38)
 Execution of discharge 122 (54) 71 (56) 8 (67) 40 (56)
 Postdischarge follow-up 63 (28) 37 (29) 4 (33) 18 (25)
Donabedian framework
 Structure 111 (50) 58 (46) 5 (42) 43 (60)
 Process 71 (32) 37 (29) 5 (42) 22 (31)
 Outcome 65 (29) 44 (35) 2 (17) 16 (22)
Institute of Medicine framework
 Eﬀ ective 78 (35) 48 (38) 4 (33) 22 (31)
 Eﬃ  cient 30 (13) 15 (12) 1 (8) 10 (14)
 Safe 57 (25) 42 (33) 1 (8) 12 (17)
 Patient centered 88 (39) 37 (29) 5 (42) 43 (60)
 Equal 2 (1) 1 (1) 0 (0) 0 (0)
 Timely 20 (9) 12 (10) 0 (0) 8 (11)
 Data are given as No. (%). Responses not mutually exclusive. 
 TABLE 3  ]  Discharge Themes of the Articles Included in the Review 
Theme Articles (N  5 224) Original Research (n  5 131)
Patient and family needs and experiences during discharge 65 (29) 31 (24)
Availability of complete and accurate discharge information 59 (26) 25 (19)
Discharge education for patients and families 56 (25) 19 (15)
Planning for discharge 49 (22) 19 (15)
Standardizing the discharge process 48 (21) 11 (8)
Adverse events, readmission, and mortality following discharge 41 (18) 28 (21)
Anxiety associated with discharge 38 (17) 28 (21)
Timeliness of discharge (time of day of discharge, delay 
in discharge)
35 (16) 29 (22)
Critical care transition program (nurse liaison, outreach team) 31 (14) 17 (13)
Evaluating patient readiness for discharge 30 (13) 14 (11)
Resource use during discharge 26 (12) 10 (8)
Continuity of patient care 21 (9) 6 (5)
Discharge education for providers 14 (6) 4 (3)
Medication reconciliation 4 (2) 2 (2)
Autonomy 3 (1) 2 (2)
 Data are given as No. (%). Responses not mutually exclusive. 
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act as facilitators and barriers to high-quality care during 
patient discharge from the ICU. Common themes 
among the articles included the importance of complete 
and accurate information to facilitate continuity of care, 
patient and family needs and experiences, and the role 
for educating patients and families about the discharge 
process. Potential facilitators and barriers to high-quality 
care during patient discharge included eff ective commu-
nication (both provider-patient and provider-provider) 
and the use of guidelines and policies to standardize 
practice. We identifi ed 47 candidate tools to facilitate 
patient discharge by evaluating patient readiness for 
discharge, optimally planning discharge, and ensuring 
eff ective communication through discharge summaries. 
 TABLE 4  ]  Facilitators and Barriers to High-Quality Care During Patient Discharge From ICU 
Factor Facilitator/Barrier a Articles (N  5 224)
Original 
Research (n  5 131)
Patient/family
 Patient demographic and clinical characteristics Both 92 (41) 50 (38)
 Provider-patient communication Facilitator 68 (30) 32 (24)
 Discharge education for patients and families Facilitator 66 (29) 24 (18)
 Family engagement/support system Facilitator 65 (29) 29 (22)
 Patient and family anxiety Barrier 48 (21) 29 (22)
 Written communication for patients and families Facilitator 29 (13) 15 (11)
 Expectations of patients/family Both 22 (10) 13 (10)
 Physical and psychologic eﬀ ects of illness (eg, pain, 
  nightmares)
Barrier 7 (3) 4 (3)
Provider
 Provider-provider communication Facilitator 57 (25) 25 (19)
 Critical care transition programs (eg, outreach, 
  liaison nurse)
Facilitator 51 (23) 22 (17)
 Collaboration between ICU and ward Facilitator 30 (13) 11 (8)
 Knowledge/experience of provider Facilitator 31 (14) 21 (16)
 Written documentation for providers Facilitator 26 (12) 16 (12)
 Clinical judgment or decision-making Facilitator 21 (9) 14 (11)
 Clear roles/responsibility for providers Facilitator 13 (6) 7 (5)
 Provider workload Barrier 12 (5) 7 (5)
 Provider anxiety Barrier 5 (2) 5 (4)
 Provider leadership Facilitator 2 (1) 0 (0)
Organizational
 Guidelines or policies Facilitator 64 (29) 20 (15)
 Limited ICU and ward resources Barrier 58 (26) 34 (26)
 Education/training of providers Facilitator 34 (15) 15 (11)
 Use of best practices Facilitator 34 (15) 10 (8)
 Time of discharge (day of week or time of day) Both 33 (15) 23 (18)
 Impact of current discharge practices on ﬂ ow 
  and performance
Both 27 (12) 19 (15)
 Tools to facilitate discharge Facilitator 25 (11) 8 (6)
 Costs of health-care provided Barrier 18 (8) 7 (5)
 Delay in discharge Barrier 10 (4) 9 (7)
 Discharge location from ICU Both 11 (5) 8 (6)
 Hospital characteristics (eg, trauma level) Both 9 (4) 6 (5)
 Admission location before ICU Both 7 (3) 6 (5)
 Data are given as No. (%). Responses not mutually exclusive. 
 a Facilitators and barriers to high-quality care during patient discharge from ICU. 
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 Our results highlight potential areas to improve patient 
discharge from ICU. Patient discharge from ICU is 
clearly complex, as emphasized by the large number of 
themes, facilitators and barriers, and tools identifi ed. 
Furthermore, although there are likely common chal-
lenges to patient discharge from ICU, population- and 
institution-specifi c factors are also likely important. Th is 
suggests that there is unlikely to be a simple universal 
solution (eg, single discharge checklist) to address the 
challenges of patient discharge from ICU. Rather, 
meaningful improvement is most likely to occur with a 
series of interrelated interventions to “reengineer” the 
structure and process of patient discharge from ICU. 
Th e discharge themes, factors, and tools identifi ed from 
the literature provide candidate elements to inform a 
multipronged ICU discharge strategy that can be tailored 
to local needs and contexts ( Table 6 ). 
 Patient discharge from ICU represents a continuum 
composed of multiple sequential steps. We identifi ed 
articles that described the evaluation of patient readi-
ness for discharge, planning for discharge, execution of 
discharge, and postdischarge follow-up. Th is suggests 
that one potential strategy to improve patient discharge 
from ICU is to initiate discharge planning early in 
patients’ ICU stay and potentially overlap the care 
provided to patients by critical care medicine providers 
and hospital ward providers both before and aft er 
patients leave ICU. Th is may be particularly important 
for patients who do not have hospital ward providers 
engaged in their care throughout their ICU stay. Over-
lapping provider care, although conceptually attractive, 
would necessitate eff ective communication (a frequently 
reported challenge during discharge) and careful man-
agement of the transfer of accountability and responsi-
bility for patient care. Nevertheless, successful examples 
of overlapping coordinated care for critically ill patients 
during discharge from ICU have been described. 38-40 
 Th ere are areas of richness in the literature that can 
inform eff orts to improve patient discharge from ICU. 
Notably, we identifi ed many articles that focused on the 
availability of complete and accurate discharge informa-
tion, patient and family needs and experiences, discharge 
education for patients and families, planning for dis-
charge, and standardizing the discharge process. Th ese 
areas provide an opportunity for systematic reviews to 
more specifi cally and comparatively inform discharge 
improvement. Conversely, we identifi ed few articles that 
focused on discharge education for providers, medica-
tion reconciliation, and patient autonomy, suggesting a 
need for more empirical research in these domains. 
 TABLE 5  ]  Tools to Facilitate Patient Discharge from ICU 
Tool Purpose Target Population in Article Articles (n  5 47)
Original 
Research (n  5 30)
Discharge evaluation
 Discharge assessment Evaluate readiness for 
discharge; risk assessment
Adult/neonatal 11 (23) 10 (33)
 Triage model Identify patients with 
greatest need of 
continued ICU care
Adult 3 (6) 3 (10)
Discharge planning
 Guidelines or checklist To standardize discharge 
planning and ensure 
all necessary steps are 
completed
Adult/pediatric/neonatal 11 (23) 2 (7)
 Transfer brochure Provide information for 
family/patient
Adult/pediatric 6 (13) 6 (20)
 Educational tools Education for patient and 
family prior to discharge
Neonatal 4 (9) 1 (3)
 Questionnaire Identify discharge needs to 
help patients feel better 
prepared
Adult 1 (2) 1 (3)
Discharge summaries
 Transfer tool Summarizes ICU care, 
diagnosis, medication
Adult/pediatric/neonatal 11 (23) 7 (23)
 Data are given as No. (%). 
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Institutions and providers can use the available data to 
target common themes that transcend the literature. For 
example, communication practices (both provider-
patient and provider-provider) during patient discharge 
appear to be important areas for improvement that 
could be evaluated with audits and potentially standard-
ized with protocols to ensure accuracy and complete-
ness of information exchange. 
 One important observation from our review is that a 
large number of tools that target diff erent phases of the 
discharge process and diff erent dimensions of health-
care quality have been developed to facilitate patient 
discharge from ICU. For example, tools to evaluate 
patient “readiness for discharge” can provide decision 
support by incorporating patient-specifi c data into a 
predictive model to estimate individualized risk of 
adverse events (eg, ICU readmission) and guide dis-
charge decision-making (eg, identify patients that may 
benefi t from additional transition resources). 41 Discharge 
planning tools can help standardize the multistep, mul-
tidimensional ICU discharge process and ensure that 
all essential steps are completed before patients leave 
the ICU. 42 In addition, they provide an opportunity to 
engage patients and their families in the discharge 
process (eg, patient/family information), enhance con-
tinuity of care, and potentially reduce transfer anxiety, 
while improving the patient care experience. 43 Finally, 
 TABLE 6  ]  Literature-Derived Candidate Elements to Inform an ICU Discharge Strategy 
Elements 
Structures to facilitate patient discharge
 Guidelines or policies to apply and standardize best practices a,b 
 Triage models to identify patients with greatest need for ICU care a 
 Education programs to train providers b 
Processes of patient discharge
 Risk stratiﬁ cation to evaluate patient readiness for discharge from ICU a,b 
 Plan for discharge
  Inform patient and family of discharge planning b 
  Identify receiving team and discharge location
  Activate patient family and support systems b 
  Introduce patient and family to receiving team if not previously acquainted
  Educate patient and family about care received, care planned, discharge process, and discharge location a,b 
  Reconcile medications
  Reconcile patient goals of care
  Summarize patient medical problems/care and communicate to receiving team a,b 
 Execute discharge
  Determine best day of week and best time of day for discharge b 
  Discharge patient when ready—minimize delays once ready to discharge
  Verbally communicate handoﬀ  between providers b 
  Complete checklist to ensure all necessary steps performed a 
 Follow up patient postdischarge b 
Outcomes of patient discharge
 Measure outcomes
  Patient, family, and provider anxiety b 
  Adverse events b 
  Medical emergency team activation/rescue
  Readmission to ICU b 
  Mortality b 
  Patient, family, and provider satisfaction
 a Published tools available (see  e-Appendix 2 ). 
 b Ten or more original research publications available for systematic review (see  e-Appendix 2 ). 
 journal.publications.chestnet.org  325 
patient discharge summaries are an important commu-
nication tool that can present and prioritize patient 
information in a standardized fashion and highlight 
competing issues requiring attention. 44 Although 
there is a need to comparatively evaluate these tools to 
identify those most eff ective in improving patient dis-
charge, many have been individually studied, appear 
promising ( e-Appendix 2 ), and could be locally imple-
mented and evaluated through quality-improvement 
initiatives pending further studies. For example, there 
are multiple tools to evaluate patient “readiness for 
discharge” that could be selected based on published 
operating characteristics and locally available data. 41 
 Th ere are limitations to this review. First, our search 
may not have been exhaustive, despite the search of mul-
tiple databases using unrestricted and comprehensive 
search strategies with no language restrictions, designed 
by a librarian. Nevertheless, it is unlikely that we missed 
major themes regarding patient discharge from ICU, 
important facilitators and barriers to high-quality care, 
and promising tools to improve patient discharge from 
ICU. Second, it is diffi  cult to extract accurate and com-
plete data from all publications even with the assistance 
of predefi ned data abstraction tools. Some articles do 
not disclose all materials or methods used. Some articles 
report results that are unclear or diffi  cult to interpret. 
Classifi cation of articles according to quality-of-care 
dimensions, themes, and facilitators and barriers is par-
tially subjective even when performed in duplicate by 
independent reviewers. Th ird, we conducted a scoping 
review, which by definition is designed to provide a 
systematic high-level mapping of the literature to inform 
research, 45 quality-improvement initiatives, 46 funding 
agency priorities, 47 and policy agendas 48 but provides 
limited detail of individual factors, interventions, and 
associated outcomes. 25,26 Nevertheless, such mapping 
exercises are needed to identify areas of richness in the 
literature to be targeted for separate systematic reviews 
to synthesize this more detailed data, areas with few 
studies to be targeted for more empirical research, and 
both opportunities and tools for improvement to be 
targeted for local quality-improvement initiatives. Our 
scoping review identifi ed more than a dozen candidate 
elements for an ICU discharge strategy ( Table 6 ) that 
have sufficient literature for researchers to conduct 
individual systematic reviews and 47 tools that could be 
implemented and evaluated through quality-improvement 
initiatives. 
 Conclusions 
 Th e Institute of Medicine has highlighted that health-care 
quality suff ers because “inadequate health-care delivery 
systems” fail to coordinate patient care across the care 
continuum. 30 We identifi ed a large body of literature that 
describes current discharge practices and the challenges 
of discharging patients from the ICU. Our results should 
promote future research in three areas. First, systematic 
reviews are warranted to explore whether areas with 
existing richness of literature (eg, availability of complete 
and accurate discharge information, patient and family 
needs and experiences, standardizing the discharge 
process) can inform practices to improve the quality of 
ICU discharge. Second, empirical research is needed to 
fill important and somewhat surprising knowledge 
gaps (eg, medication reconciliation). Th ird, research is 
needed to evaluate the impact of efforts to improve 
patient discharge from ICU on important patient 
outcomes. Candidate elements for an ICU discharge 
strategy are available ( Table 6 ); additional evaluation is 
needed prior to broad implementation, but many elements 
could be tested through local quality-improvement 
programs. Reengineering patient discharge from ICU 
by developing and evaluating a multipronged evidence-
informed ICU discharge strategy will help ensure that 
the right patient is discharged at the right time with the 
right plan using a standardized process to optimize 
patient outcomes and facilitate seamless care across the 
health-care continuum. 
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